in a hoarse, barely audible voice. This lasted for two days and then she lost her voice completely. She refused to go to school but continued to help around the house and play with her friends. Her psychomotor functions remained undisturbed. The only possible stressor was a forthcoming school examination. Previously she had been attending her school regularly without any problem.
Repeated otolaryngeal examination and regular speech therapy for six weeks did not help the child. Finally, she was referred to psychiatric inpatient services. Complete neurological and otolaryngeal examination as well as relevant investigations including hematological studies, electroencephalography and cranial computerized tomography ruled out organic pathology. During her stay in the hospital she came across as a jovial and active child who participated in ward activities and socialized very well. She communicated with gestures and by writing and was unconcerned about her voice loss. Psychotherapy and behavioral management did not help her and finally she was treated with faradic stimulation. Surge faradic stimuli were given with muscle stimulator by placing two stimulus pads on the thyroid cartilage. Simultaneously suggestions regarding the sure success of treatment in retrieving her voice were given along with encouragement to speak. She regained her voice completely in four sittings and continued to do well including in her scholastic pursuits without any recurrence for the next seven months when she was lost on follow-up.
Discussion
Functional or as it is sometimes called, hysterical aphonia, is one of the most intriguing disorders of the voice. It is one of the first disturbances of vocal function that was described in scientific terms (2). Schnitzler (3) suggested avoiding the stigmatizing term "hysterical" in favor of calling the disease FA. 
Introduction
Functional aphonia (FA) is a well recognized voice disorder, characterized by a whispered voice during conversation and phonation without any laryngeal pathology (1). FA is a common presentation of conversion disorder in adults but is less commonly reported in children. Also, the female children are affected more commonly than males. We report a case of a young girl with FA. The case is unique in that FA persisted for nine monthsan unusually long period and that use of faradic stimulation successfully treated the condition when other treatment modalities failed.
Case Report
An 11-year-old girl was referred from otolaryngology service to psychiatric service with inability to speak for the last nine months. The problem began acutely when she started speaking "hysteria". In ICD-10 dissociative, conversion and somatization disorders have been clubbed together in one large group because of their historical association with the concept of neurosis and the association of a substantial (though uncertain) proportion of these disorders with psychological causation (4). Conversion and dissociative disorders are often considered together, probably because of similar underlying psychological mechanisms giving rise to symptoms. 'Conversion' occurs in both, the emotional conflict being converted into a physical symptom (sensory or motor) in conversion disorder and into amnesia or personality change in dissociative disorder. The unconscious motivation leading to sensory or motor symptoms with symbolic value had been the central concept of these disorders. This however, has been challenged as being beyond empirical proof (4) .
Somatization disorder on the other hand is characterized by multiple physical complaints involving different parts of the body, affecting different organ systems. The onset is insidious with chronic, fluctuating course as opposed to acute onset and brief course in conversion-dissociative disorders. Another diagnostic category with similar presentation is factitious disorder wherein the production of symptoms is intentional. The only motivation for this behavior is to assume a sick role and there are no external incentives (11) .
FA is a conversion disorder wherein the symbolic meaning of the psychosocial stressors rather than their severity or inherent threat, accounts for the observed relationship between life events and subsequent onset of symptoms (5) . "Conflicts about speaking out" have been reported as highly correlated with the development of psychogenic aphonia; these conflicts occur in situations in which there is a wish to protest or complain, but simultaneously with an awareness that such 'speaking out' is socially unacceptable or may aggravate the situation (9) . Similar mechanisms work in adults and children. Clinical presentations are also not much different in two groups though the incidence may vary.
To date the treatment of FA has focused on direct symptom removal. Various treatment modalities including hypnosis (7), psychotherapy (8) , endolaryngeal faradizations (9) have been reported to be effective in the treatment of FA. Psychotherapy and behavioral management did not work with our patient. Of course, an aphonic patient is a poor partner in psychotherapy which requires active communication between therapist and patient. In many instances, particularly if aphonia has persisted for a long time as is in our patient, the psychological conflict or stressor that produced the symptom may have lost its significance. Secondary gains perpetuate the illness behavior. Avoidance of school and studies as well as receiving special attention and favors from family and friends in our case are the examples of the secondary gains. A similar case has been described by Smith et al (1) .
Direct confrontation about psychological causes is met with resistance from the family as well as from the patient. In India where the somatic expression of psychological stress is the rule rather than an exception, a medical model of treatment with psychological and suggestive intonation is the most effective. Patients may resume normal voice readily with expert help. The reassurance and suggestions given along with faradic stimulation allowed the child to 'save face'. Another merit of this method lies in its easy, painless application and quick results as was reported earlier (10) .
A point which we would like to emphasize here is that a lack of physical finding does not always rule out organicity. There are neurological disorders like dystonia musculorum deformans where in the transient and bizarre early disturbances are sometimes indistinguishable from the ones seen in conversion disorder. The motor abnormalities may only be apparent when the patient is moving and disappear at rest. A detailed work-up and expert neurological opinion may avoid diagnostic errors.
